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Abstract
Background: Obesity and overweight in Africa have been attributed to demographic and nutritional changes that have resulted from urbanization and sedentary
lifestyles and increased caloric intake without much physical activities. This has
put populations at an increased risk of cardiovascular diseases, Diabetes mellitus,
osteoarthritis, dyslipidemia, and cancer. The objective of this study was to determine the prevalence and associated factors for combined overweight and obesity
among residents of a mining town, Kitwe, in Zambia.

Methods: A cross sectional study was conducted using a modified WHO global Non Communicable Diseases Surveillance Initiative STEPs 1 and 2 method of
data collection. Proportions of study participants (25 years or older) who were
overweight or obese were calculated. Logistic regression analyses were performed
to determine associations between selected exposure variables and overweight/
obesity.

Findings: A total of 1627 individuals participated in the survey, of which 42.3%
were males. About half of the participants were of age 25-34 years (56.0%), and
41.7% had attained secondary level of education. The prevalence of overweight
and obesity was 24.7% (21.0% among males and 27.3% among females, p=0.005)
and 16.9% (8.0% among males and 23.5% among females, p<0.001), respectively.
In multivariate analysis, age, sex, education level, sedentary lifestyle, smoking and
blood pressure were significantly associated with overweight and obesity.

Conclusions: Health living through an intensive, comprehensive public health
education and sensitization should be promoted in terms of regular exercises.

This article is available from:
www.archivesofmedicine.com

© Copyright iMedPub
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Introduction

Methods

There is a growing global epidemic of overweight and obesity
[1, 3] especially in high income countries such as the United
States, England, Canada, and Australia [4]. In low and middle
income countries, the World Health Organization (WHO) has
warned that the escalating epidemic of obesity will place the
populations at a risk of developing non-communicable diseases (NCD) [5]. The increase in the prevalence of overweight
and obesity are attracting ever-increasing concern [6-8], because it has been observed that they are no longer diseases
only of industrialized countries, but the incidence and prevalence are increasing even in the poorest nations [9, 10].
Many developing countries, especially in sub-Saharan Africa,
are still battling with the burden of communicable diseases,
such as HIV/AIDS, tuberculosis, and malaria [11]. Mortality
from combined maternal and perinatal infectious diseases
and nutritional deficiencies has been estimated to decline by
3% in the next 10 years, whereas mortality from NCD has
been projected to increase by 17% [11]. Hence, WHO estimates that of the 64 million deaths worldwide by 2015, 64% (41
million) will be due to NCD if measures are not put in place to
combat overweight and obesity. This has necessitated WHO
to recommend continuous surveillance of the prevalence of
obesity using the body-mass index [5, 11].

Setting and design

In Africa, obesity and overweight have been attributed to
demographic and nutritional changes that have resulted
from urbanization and the adoption of a western lifestyle
[12], which include lack of exercises and changes in dietary
intake [13, 14]. This has put populations at an increased risk
of cardiovascular disease, diabetes mellitus, osteoarthritis,
dyslipidemia, and cancer [15-18].

Sample size and Sampling

The increase in the prevalence of overweight and obesity
calls for concerted programs to address primary prevention
in low income counties, a practice that requires information
on the magnitude of the problem and associated risk factors.
At present, there is paucity of published data available in
Zambia on obesity especially in the cities. The latest study
conducted by Goma et al [19] in Lusaka showed that the
overall prevalence of obesity was 14.2% in the general population, with a higher proportion of females (18.6%) than
males (5.1%) being obese. Gender, age, education, cigarette
smoking and blood pressure were found to be determinants
of obesity. The prevalence and determinants of obesity and
overweight may vary between communities and it is important that these determinants are established so that targeted
interventions specific to that community are put in place to
prevent overweight and obesity. The aim of this study, therefore, was to determine correlates for overweight or obesity
in a mining township in Kitwe, Zambia.
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Kitwe is located on the Copperbelt which is the mining province of Zambia. With a population of more than 570,000,
it is the second largest city in terms of population and land
mass in Zambia. The city is one of the most developed commercial and industrial areas in the country. It has a complex of
mines within and around the city. Kitwe houses the Mopani,
Konkola, and Nkana copper mines. These mines are one of
the largest mines in Africa, and 95% of the copper which
Zambia exports for its main revenue comes from this city.
Apart from the mines, the smelters and the concentrates are
also located in this city. There have been a lot of investments
in the mines which has not only improved the operations of
the mines but has also improved the infrastructure including
eating outlets and supermarkets. In Copperbelt province,
34.3% of the population was poor compared to 60.5% of
the population at national level in 2010 [20].
A cross sectional study was conducted using a modified WHO
global NCD surveillance initiative NCD-STEPs 1and 2 [21] method of data collection. Details of the survey methodology
have already been published elsewhere [19, 22].

A sample size of 1620 was determined upon considering a
prevalence rate of 50+5%, a design effect of 2, a 95% response rate; and assuming an infinitely large population to
sample from.
For administrative purposes, Zambia is divided into provinces that are further divided into districts. Districts are further
divided into constituencies that are also divided into wards.
Wards are further subdivided into Census Supervisory Areas
(CSAs) that are also divided into standard enumeration areas
(SEAs).
Participants who were all Africans were selected using a multi-stage sampling technique. Kitwe was divided in 5 constituencies: two constituencies comprising high cost housing
and three comprising low cost housing. In the first stage
of sampling, one out of the two high cost constituencies,
and two from the three low cost constituencies we randomly
selected. One ward was selected from each of the selected
constituencies in the second stage of sampling. In the third
stage of sampling, 6 CSAs were selected from the low cost
residential areas, and four CSAs from the high cost residential
area. Meanwhile, in the fourth stage of sampling, one SEA
was selected from each selected CSA. In total 10 SEAs were

© Copyright iMedPub
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selected for the study. SEAs were selected using a systematic
random sampling method. Finally from the selected SEAs,
households were systematically sampled. All individuals (male
or female) aged 25 years or older in a selected household
were invited to participate in the study.

Data collection
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Weight
The weights were measured using the Heine Portable professional adult scale 737. The participants were requested to
stand still, with their arms placed on the sides of the body.
The measurements were taken to the nearest kilogram.

Variables
The WHO global surveillance initiative for NCD [21] has three
major steps in the collection of the data: first step: administration of the questionnaire, second step: the physical examination and the third step: involves biochemistry examination.
Only the first and second steps were used for the purpose
of this analysis.

Interviews
An interview schedule was used to elicit responses from the
interviewees. The questionnaire was divided into sections
among which were: demographic information, tobacco use,
alcohol consumption, diet, sedentary behaviour, hypertension, weight and heights. The interviewers who included nurses and laboratory technicians underwent a 5 days intensive
training course to equip them with the techniques of questionnaire administration and anthropometric measurement
taking.

Measurements
It was recommended by WHO STEPS surveillance training
practical manual that the physical examination should start
with height, weight, waist circumference, and blood pressure.
The blood pressure was taken after the questionnaire was
administered. Only height, weight and blood pressure were
used in our current analysis.

Blood pressure
The blood pressure of the participants was measured by the
Omron Digital Automatic BP Monitor M4-1. Three minutes of
rest was given to the participant in between three successive
readings of blood pressure.

Height
To measure the height, the Seca Brand 214 portable stadiometer was used. Participants took off their shoes and head
gear. They were requested to put their feet together and,
the heels against the backboard and looking straight ahead
before the reading could be taken. The measurements were
taken to the nearest centimetre.

© Copyright iMedPub

The outcome variable was overweight/obesity. The World
Health Organisation (WHO) classification of BMI was used.
BMI of 18.5-24.9 kg/m2 was used as the reference (normal
BMI). BMI of 25.0-29.9 kg/m2 was used to define overweight
and BMI of 30 or more kg/m2 was used to define obesity. BMI was classified as either normal and was coded 0 or
overweight/obese and in that case it was coded 1.
Independent variables were age, sex, education, Number of
days ate vegetables in a typical week, number of days ate
fruits in a typical week, number of hours spent on sitting or
reclining on a typical day, alcohol, smoking status and blood
pressure. The hypotheses were that the above variables are
not associated with overweight/obesity. Age was obtained as
a continuous variable but was categorized into 25-34, 35-44
and 45+ as recommended by WHO [21]. Male was coded
as 1 and female 2. Whilst the highest completed level of
education was obtained as no formal schooling, less than
primary school, primary school completed, junior secondary
school completed, senior secondary school completed, college/university completed, postgraduate degree or refused,
it was categorised into none, primary, secondary or college/
university, with refusal being declared as missing. Information
on the number of day’s participants ate fruits or vegetables
were obtained by asking the following questions: “In a typical
week, on how many days do you eat fruit?” and “In a typical week, on how many days do you eat vegetables?” The
responses were categorized into 0-4 and 5-7 days for both
variables. The question on sedentary behaviour was phrased
as follows: How much time do you usually spend sitting or
reclining on a typical day? The response was in hours and
minutes; and was categorised into <1.5, 1.5-3.4, and 3.5 or
more hours. Current alcohol consumption was defined as having consumed alcohol within the past 30 days to the survey;
and the question was “Have you consumed an alcoholic drink
within the past 30 days?” The responses were either a yes or
no. The question on tobacco use was phrased as follows: “Do
you currently smoke any tobacco product, such as cigarettes,
cigars or pipes?” The responses were either a yes or no. Blood
pressure readings that were obtained as continuous variables
were categorised into Systolic blood pressure of 140 or more
mmHg or Diastolic blood pressure of 90 or more mmHg as
raised, otherwise normal.
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Data management and Analysis
Two data entry clerks were trained to enter the data using
Epi Data version 3.1. Data were double entered and validated.
The data entry template had consistency and range checks
embedded in it. Data analysis included computing BMI from
the weights and heights (W/H2) and categorising BMI into underweight, normal weight, overweight and obese. Prevalence
of the outcome variables (overweight and obesity) was estimated. Bivariate and multivariate logistic regression analyses
were conducted. In multivariate analysis, a backward variable
selection method was used. Unadjusted odds ratios (OR), adjusted odds ratios (AOR) and their 95% confidence intervals
(CI) are reported. Proportions were estimated using the Yates
corrected Chi-square test; and a p value of less than 5%
indicated a significant difference between two proportions.

Ethical considerations
The study protocol was approved by the University of Zambia
Biomedical Research Ethics Committee. Consent was obtained after the interviewer explained the purpose of the study
to the eligible participant. Entry forms were seen only by
approved study personnel.

Results
A total of 1627 individuals participated in the survey, of which
42.3% were males. About half of the participants were within age range 25-34 years (56.0%), and 41.7% had attained
secondary level of education. Overall, 24.7% (21.0% among
male and 27.3% among female, p=0.005) participants were
overweight, and 16.9% (8.0% among male and 23.5%
among female, p<0.001) participants were obese. These results are presented in Table 1.
Factors associated with being overweight or obese are presented in Table 2. The factors that were associated with
overweight or obese in bivariate analyses were: age, sex,
education, eating vegetables, sedentary behaviour, smoking,
and hypertension. However in a multivariate analysis, eating vegetables was no longer significantly associated with
overweight or obese. Participants in the age groups 35-44
years were 29% (AOR=1.29, 95% CI [1.07, 1.55]) more likely
to be overweight or obese compared to those aged less
than 35 years. The female gender was positively associated
with being overweight or obese (AOR=1.57, 95% CI [1.38,
1.78]). Compared to participants who had no formal education, participants who attained college or university level of
education were 39% (AOR=1.39, 95% CI [1.10, 1.77]) more
likely to be overweight or obese. Participants who spent 3.5
hours or more sitting or reclining on a typical day were 23%
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(AOR=1.23, 95% CI [1.05, 1.44]) more likely to be overweight
or obese compared to those that spent less than 1.5 hours
sitting or reclining. Non-smokers were 1.31 (95% CI [1.03,
1.66]) times more likely to be overweight or obese compared to smokers. Compared to participants who were hypertensive, participants who were not hypertensive were 30%
(AOR=0.70, 95% CI [0.62, 0.80]) less likely to be overweight
or obese.

Discussion
Our results have shown Kitwe’s prevalence of overweight
individuals (BMI 25–29.9 kg/m2) to be 24.7% in the general population; 21.0% of men and 27.3% of women were
overweight. The prevalence of obesity (BMI ≥ 30 kg/m2) in
the general population was 16.9%; 8.0% of men and 23.5%
of women were obese. After controlling for selected confounding variables, being overweight or obese were found
to be independently associated with the age of 35–44 years,
female gender, completion of a college/university education,
sedentary lifestyle of 3.5 hours per day, not smoking, and
hypertension.
Rudatsikira et al, [23] reported on the prevalence of overweight
and obese in Lusaka. The prevalence of overweight among
males in Kitwe (21.0%) was higher than that of Lusaka of
15.5% but comparable among females (27.3% in Kitwe and
30.0% in Lusaka). Meanwhile, the prevalence of obesity
among males in Kitwe (8.0%) was higher than that in Lusaka
(5.1%). Similarly, the prevalence of obesity among females
was higher in Kitwe (23.5%) than in Lusaka (18.6%). These
differences may partly be due to the fact that Kitwe has experienced an economic boost due to mining reinvestments
following a closure of mines that may have impacted more
on the residents’ standard of living in terms of consumption
of high-energy foods and changes in residents’ lifestyles than
the impact of economic activities in Lusaka could have had
on the residents of Lusaka.
The World Health Organization has presented factsheets
[24] on the results of the STEPS surveys that countries have
conducted. The prevalence of males in Kitwe (8.0%) who
were obese is higher than those reported in the neighbouring
countries: Malawi (2.0%), Mozambique (3.2%), Democratic
Republic of Congo (DRC) in Kinshasa (3.9%), and Botswana
(5.6%) but lower than that reported in Swaziland (13.6%).
Meanwhile, our rate of obesity among females of 23.5% is
lower than that reported in Swaziland (33.5%); comparable
to that reported in Botswana (24.6%); and higher than those
reported in Malawi (7.3%), Mozambique (10.8%) and DRC
in Kinshasa (10.9%)

© Copyright iMedPub
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Upon comparing the prevalence of overweight among the
neighbouring countries, the prevalence among males was
higher in our study (21.0%) than in Malawi (16.1%), Mozambique (13.5%) and DRC (15.8%); comparable in Botswana
(22.1%); and lower than that reported in Swaziland (38.2%).
Among females, our prevalence of 27.3% is lower than those
reported in Botswana (53.4%), DRC (31.8%), Mozambique
(27.1%) and Swaziland (65.4%); and comparable to that reported in Malawi (28.1%).
Generally, the prevalence of obesity is higher in Zambia and
its neighbouring countries than those reported in the horn of
Africa: Eritrea (obesity 2.4% of males and 5.7% of females)
and Ethiopia (obesity 2.0% of males and 10.6% of females).
However, the prevalence of obesity in Kitwe [Zambia] and in
neighbouring countries is comparable to those reported in
West Africa: Mali (7.5% of males and 25.0% of females) and
Chad (8.4% of males and 19.9% of females).
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of obese Black South African women thought that they were
too fat. However, a narrow waist has been consistently described as beautiful in British, Indian and Chinese literature [34].
In terms of education, our results indicate that those who had
completed college/university level of education were more
likely to be overweight or obese than those with lower formal
education. Higher educational status may result in changes in
lifestyle, increased access to motorized transportation, increased rates of sedentary employment and sedentary lifestyles in
general, and increased ability to eat fast food. The association
between higher education level and overweight or obesity
in our study has also been documented elsewhere [9, 35,
36]. However, inverse associations between education and
obesity have been found in other parts of the world as well
[37, 38]. Persons with higher education status may be well
informed to change their lifestyles to live healthy lives.

Strengths and limitations
The differences in the prevalence of obesity and overweight
in the above studies may reflect the economic developmental
stages of the countries. The perception that being obese is a
sign of a rich man and a sexually attractive woman [25] in subSaharan Africa may explain the differences in the prevalence
of obesity between the horn of Africa and the sub-Saharan
Africa regions. However, we are not sure of the similarities
between the sub-Saharan Africa and West Africa regions in
terms of genetics and perceptions.
Age has been seen as an associated factor for both male
and female individuals’ chances of becoming overweight or
obese [26]. Those who were 35-44 years old were 29% more
likely to be overweight or obese than were those aged less
than 35 years.
The odds of being overweight or obese were higher in women than men. This result conforms to findings reported in
other African countries [24]. The difference between women
and men is probably biologically based and may relate to
the fact that in general, women have a higher percentage
of body fat than men and their resting fat metabolism is
lower than in men [27, 28]. Another possible explanation is
the sedentary lifestyles and lack of physical activity [29, 30]
in women as compared to men. Another possible reason for
women obtaining an obese shape is that women across the
majority of the world’s cultures had or have ideals of feminine beauty that include plumpness [31]. In other studies,
Kumanyika et al [32] reported that about 40% of moderately
and severely overweight Black-American women considered
their figures to be attractive or very attractive; and Faber and
Kruger [33] reported that only 2% of overweight and 30%

© Copyright iMedPub

The strength of this study lies in the fact that it involved a
large sample size. Anthropometric measurements were made
by health professionals who were also trained for the study.
The use of the STEPs method could also make our findings
more likely to be compared with other studies. We believe
our results can be generalized to adults aged 25 years or
older in Kitwe. However our study had some limitations that
may make our results not to be generalized to the whole population. The study did not have information on the number
of household members of age of 25 years or older making it
difficult for us to compute the response rates. We therefore
could not compute weights that could have been used in the
analysis. Our results may be biased to the extent that the nonresponses differed from those that participated in the study.
We are however unable to suggest the direction of the bias.

Conclusions
Our results indicate the need to have intensive and comprehensive public health interventions to reduce the prevalence
of overweight and obesity in Kitwe, especially in women.
The lessons learnt in Kitwe can be scaled-up to the rest of
the country. Health living should be promoted in terms of
consumption of fruits and vegetables, regular exercises, reduction of calorie dense foods. There is a need to have concerted efforts to reduce overweight and obesity. This may
reduce the prevalence of non-communicable diseases such
as cardiovascular disorders.

5

iMedPub Journals

Our Site: http://www.imedpub.com/

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
CZ led the drafting of the manuscript and participated in
the interpretation of the results. OB, PS, ASM, ER and VMM
participated in the interpretation of the results and drafting
of the manuscript. SS participated in the design of the study,
supervision of the research assistants during data collection
and entry, analysis of data, interpretation of results and drafting of the manuscript. All authors read and approved the
final manuscript.

Acknowledgements
We are grateful to the survey participants, research assistants and the supervisors without these, this study would
not have been done. We would like to extend our gratitude
to the World Health Organization through the country office
in Zambia and the Ministry of Health for funding this survey.

References
1. James, PT., Leach, R., Kalamara, E., Shayeghi, M. The worldwide
obesity epidemic. Obes Res. 2001; 9 (Suppl. 4): S228-3.
2. Yamori, Y. Worldwide epidemic of obesity: hope for Japanese diets.
Clin Exp Pharmacol Physiol. 2004; 31(Suppl. 2): S2-4.
3. Popkin, BM. The nutrition transition and obesity in the developing
world. J Nutr. 2001; 131: S871-3.
4. National Obesity Observatory. International comparisons of obesity
prevalence. International prevalence adult obesity revised. 2012.5WHO. Obesity: preventing and managing the global epidemic. Report
of a WHO consultation (WHO Technical Report Series 894). Geneva,
Switzerland: World Health Organization Geneva. 2000.
6. Bray, GA., Macdiarmid, J. The epidemic of obesity. West J Med. 2000;
172: 78-9.
7. Seidell, JC. Obesity, insulin resistance and diabetes--a worldwide
epidemic. Br J Nutr. 2000; 83 (Suppl. 1): S5-8.
8. [No authors listed]. Overweight, obesity, and health risk. Arch Intern
Med. 2000; 160: 898-904.

6

2012
ARCHIVOS DE MEDICINA

Vol. 4 No. 1:1
doi: 10.3823/102

9. Prentice, AM. The emerging epidemic of obesity in developing
countries. Int J Epidemiol. 2006; 35: 93-9.
10. Drewnowski, A., Popkin, BM. The nutrition transition: New trends in
the global diet. Nutr Rev. 1997; 55: 31-43.
11. WHO. Preventing chronic diseases: A vital investment. Geneva. WHO
Global report. Geneva, Switzerland: World Health Organization
Geneva. 2005.
12. Steyn, NP., Nel, JH., Parker, WA., Ayah, R., Mbithe, D. Dietary, social,
and environmental determinants of obesity in Kenyan women. Scand J
Public Health 2011; 39: 88-97.
13. Baalwa, J., Byarugaba, BB., Kabagambe, EK., Otim, AM. Prevalence
of overweight and obesity in young adults in Uganda. Afr Health Sci.
2010; 10: 367-73.
14. Levitt, NS. Diabetes in Africa: Epidemiology, management and
healthcare challenges. Heart 2008; 94: 1376-82.
15. Asfaw, A. The effects of obesity on doctor-diagnosed chronic diseases
in Africa: Empirical results from Senegal and South Africa. J Public
Health Policy 2006; 27: 250-64.
16. Cappuccio, FP., Kerry, SM., Adeyemo, A., Luke, A., Amoah, AG.,
Bovet, P. et al. Body size and blood pressure: An analysis of Africans
and the African diaspora. Epidemiology 2008; 19: 38-46.
17. Likitmaskul, S., Kiattisathavee, P., Chaichanwatanakul, K., Punnakanta,
L., Angsusingha, K., Tuchinda, C. Increasing prevalence of type 2
diabetes mellitus in Thai children and adolescents associated with
increasing prevalence of obesity. J Pediatr Endocrinol Metab. 2003; 16:
71-7.
18. Modan, M., Halkin, H., Almoq, S., Lusky, A., Eshkol, A., Shefi, M. et al.
Hyperinsulinemia: A link between hypertension, obesity and glucose
intolerance. J Clin Invest. 1985; 75: 809-17.
19. Goma, FM., Nzala, SH., Babaniyi, O., Songolo, P., Zyaambo, C.,
Rudatsikira, E. et al. Prevalence of hypertension and its correlates in
Lusaka urban district of Zambia: A population based survey. Int Arch
Med. 2011; 4: 34.
20. CSO. The monthly. Lusaka, Central Statisctis Office 2011; 103: 15.
21. WHO. WHO steps surveillance manual: the WHO stepwise approach
to chronic disease risk factor surveillance. Geneva, Switzerland: World
Health Organization Geneva. 2012.
22. Nsakashalo-Senkwe, M., Siziya, S., Goma, FM., Songolo, P., Mukonka,
V., Babaniyi, O. Combined prevalence of impaired glucose level
or diabetes and its correlates in Lusaka urban district, Zambia: A
population based survey. Int Arch Med. 2011; 4: 2.
23. Rudatsikira, E., Muula, AS., Mulenga, D., Siziya, S. Prevalence and
correlates of obesity among Lusaka residents, Zambia: A populationbased survey. Int Arch Med. 2012; 5: 14.
24. WHO. STEPS survey on chronic disease risk factors. www.afro.who.int.
25. BeLue, R., Okoror, TA., Iwelunmor, J., Taylor, KD., Degboe,
AN., Agyemang, C. et al. An overview of cardiovascular risk factor
burden in sub-Saharan African countries: A socio-cultural perspective.
Global Health 2009; 5: 10.
26. Flegal, KM., Carroll, MD., Ogden, CL., Curtin, LR. Prevalence and
trends in obesity among US adults, 1999-2008. JAMA. 2010; 303:
235-41.
27. Nagy, TR., Goran, MI., Weisnsier, RL. Determinants of basal fat
oxidation in healthy Caucasians. J Appl Physiol. 1996; 80: 1743-8.

© Copyright iMedPub

iMedPub Journals

Our Site: http://www.imedpub.com/

28. Toth, MJ., Gardner, AW., Arciero, PJ., Calles-Escandon, J., Poehlman,
ET. Gender differences in fat oxidation and sympathetic nervous
system activity at rest and during submaximal exercise in older
individuals. Clin Sci. 1998; 95: 59-66.
29. Mayer-Davis, EJ., Costacou, . Obesity and sedentary lifestyle:
Modifiable risk factors for prevention of type 2 diabetes. Curr Diab
Rep. 2001; 1: 170-6.
30. Hu, FB. Sedentary lifestyle and risk of obesity and type 2 diabetes.
Lipids 2003; 38: 103-8.
31. Brown, PJ., Konner, M. An anthropological perspective on obesity.
Ann N Y Acad Sci. 1987; 499: 29-46.
32. Kumanyika, S., Wilson, JF., Guilford-Davenport, M. Weight-related
attitudes and behaviors of black women. J Am Diet Assoc. 1993; 93:
416-22.
33. Faber, M., Kruger, HS. Dietary intake, perceptions regarding body
weight, and attitudes toward weight control of normal weight,
overweight, and obese Black females in a rural village in South Africa.
Ethn Dis. 2005; 15: 238-45.

2012
ARCHIVOS DE MEDICINA

Vol. 4 No. 1:1
doi: 10.3823/102

34. Singh, D., Renn, P., Singh, A. Did the perils of abdominal obesity affect
depiction of feminine beauty in the sixteenth to eighteenth century
British literature? Exploring the health and beauty link. Proc Biol
Sci. 2007; 274: 891-4.
35. Amoah, AG. Obesity in adult residents of Accra, Ghana. Ethn Dis.
2003; 13 (Suppl. 2): S97-101.
36. Ziraba, AK., Fotso, JC., Ochako, R. Overweight and obesity in urban
Africa: A problem of the rich or the poor? BMC Public Health 2009; 9:
465.
37. Hajian-Tilaki, KO., Heidari, B. Association of educational level with
risk of obesity and abdominal obesity in Iranian adults. J Public Health
(Oxf) 2010; 32: 202-9.
38. Wolff, H., Delhumeau, C., Beer-Borst, S., Golay, A., Costanza, MC.,
Morabia, A. Converging prevalences of obesity across educational
groups in Switzerland. Obesity (Silver Spring) 2006; 14: 2080-8.

Follow us:

Publish with iMedPub
http://www.imedpub.com
✓ Archives of Medicine encompasses all aspects of medical science
and clinical practice and cooperates closely with
✓ Archivos de Medicina, a Spanish-language open access journal.

Medicalia.org
Where Doctors exchange clinical experiences,
review their cases and share clinical knowledge. You can also access lots of medical publications for free. Join Now!
http://medicalia.ning.com/

© Copyright iMedPub

Submit your manuscript here:
Archives of Medicine

http://www.archivesofmedicine.com
Archivos de Medicina

http://www.archivosdemedicina.com

7

